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Abstract  
Background: The Maasai socio-cultural beliefs and practices have been shown to influence their infant feeding 
hence determines their nutritional status.  
Objective: This study aimed to determine the complementary feeding practices among the Maasai community in 
Narok South sub-County.   
Methodology: A cross-sectional analytical study design was adopted. A total sample of 400 mothers and children 
were selected using simple random sampling. Data was collected using an infant and young child WHO semi-
structured questionnaire and focus group discussion (FGDs) guides. Anthropometric data was interpreted using Z-
scores with reference to the World Health Organization (WHO) 2006. ENA for SMART, 2011 software was used 
to analyze anthropometric data. Quantitative data was analyzed using statistical packages for social sciences (SPSS) 
version 20. Statistical significance was set at p value less than 0.05.  
Results: Early introduction of complementary feeding was common in the community. Comparison of the 
prevalence of malnutrition between the boys and girls revealed that stunting and underweight was significantly 
higher in the girls (stunting, 33.3%; underweight, 14.1%) compared to the boys (stunting, 26.8%; underweight, 
11.3%), On the other hand a larger proportion of the boys had low weight for height (8.9%) compared with the 
girls (11.0%). Cultural factors and taboos were seen to have greatly influenced the infant feeding practices.  
Conclusion: Socio-cultural factors associated with the complementary feeding have a strong influence on children 
6-23 months of age in the Maasai community, in Narok South -Sub County. 
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Introduction  
Complementary feeding is greater determinant towards child growth and development, this is sometimes not met 
due to false beliefs. Proper infant feeding practices which include Breastfeeding is the most effective intervention 
to save children’s lives and could prevent 13% of all deaths among children less than five years if practiced 
optimally, while good complementary feeding could prevent another 6% of deaths. Introduction of safe 
complementary foods is practiced by 67% of mothers at 6 months worldwide. (UNICEF/WHO, 2015). There is a 
need for promotion and encouragement of optimal feeding practices for improving health of children. In fact, 
beliefs, attitudes, and practices surrounding foods and eating are some of the most important components of 
cultural identity, therefore, it is not surprising that in multicultural societies, great variability exists in the cultural 
characteristics of the diet. 
 
Nutritionally appropriate and safe complementary foods should be introduced after six months. Breastfeeding 
should be encouraged for up to two years of age or longer. When implemented in both developing and developed 
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countries, these recommendations have been shown to significantly reduce infant morbidity. Malnutrition 
contributes to more than half of all under-five childhood deaths throughout the developing world; and has been 
responsible directly or indirectly for about 60% of the 10.9 million deaths annually of which over two-thirds of 
these deaths; are often associated with inappropriate feeding practices, occurring during the first year of life. The 
associated effects of poverty, inadequate household access to food, infectious disease, and inadequate 
breastfeeding and complementary feeding practices often lead to illness, growth faltering, nutrient deficiencies, 
delayed development, and death, particularly during the first two years of life are a major obstacle to sustainable 
socio-economic development and poverty reduction. Any food provided to a newborn before the initiation of 
mother’s breastfeeding is considered to be a pre-lacteal feed. The type of pre-lacteal feeds depends on the culture. 
It may include ghee (refined butter), herbs, honey, sugar, sugar juice water etc. Introduction of pre-lacteal feeds is 
a known barrier to continuation of exclusive breastfeeding. Promoting, protecting and supporting optimal nutrition 
is relevant to life-long health and require not only an understanding of physiological and biochemical facets but 
an appreciation of the strong social and cultural influences. Overall the study will inform policy makers of 
appropriate evidence based interventions from county to national level of policy making, ensuring optimal 
outcomes for children 6-23 months. 
  
Methods  
A cross-sectional analytical study design was adopted, with mixed methods (quantitative and qualitative techniques) 
for data collection, analysis and presentation. The design was selected because it allows for interrelationship 
between study variables at one point in time. The study was conducted in Narok South Sub-County children 
teaching hospital. Four hundred mothers during their admissions or visiting advisory clinic of the hospital were 
selected to participate in this study. The inclusions criteria were: the respondent has to be the infant' s mother, has 
an infant not older than 2 years of age at the time of the study and has a willing to participate in the study. Infant 
and Young Child Feeding, (IYCF) tested questionnaire was used to collect information on feeding attitudes and 
practices of their infants in relation to their beliefs and a range of socio economic factors. Data were then exported 
to statistical package for social science (SPSS). Informed consent was taken from participating mothers. The 
researcher administered and collected data from the respondents. All the 400 mothers were interviewed, the 
average interview duration per respondent was 20 minutes to a half an hour. The data collected were edited, coded 
and analyzed for common themes, including multi-variants chi-square and proportions to look at the various 
relationships that exist among variables of interest.  
 
Results  
 A total of 400 participants were included in the study and were residents of Narok South Sub County. Majority of 
the households in the study sample (91.2%) were male headed; female headed household accounted only for 8.8%.  
There were more female infants (50.5%), than males (49.5%). In this study, half of the mothers/caregivers (53%) 
of the responded that complementary foods should be introduced at 6 months while the rest 47% feel it should be 
introduced at 4 months. Among the subject in this study however, breastfeeding was rarely practiced an hour after 
birth but rather delayed by majority (82.8%). Only (17.2%) put their babies on breast within an hour after birth, 
(42.5%) within 24 hours with the rest (40.3%) giving the first breast feed more than 24 hours after delivery.  By 
the third day after delivery majority of the women in the study (93.8%) reported that they had put their babies on 
breast while only (6.3%) had not. all the responders (100%) agreed that indeed breastfeeding was an important 
practice. However, only about half (49.1%) of the caregivers believe that a child can survive on breast milk alone 
for the first six months. Comparison of the prevalence of malnutrition between the boys and girls revealed that 
stunting was significantly higher in the girls (stunting, 33.3%; and boys (stunting, 26.8%; while underweight, was 
the opposite in the two sexes 22.9%) of the girls were underweight, lower than their male children 35.9%). On the 
other hand, a bigger proportion of the boys had higher weight – for- height (9.1%) compared with the girls (3.0%). 
Although mothers showed positive attitude towards timely introduction of infant feeding (M4 FGD3 2016) this was 
not the case as confirmed in the FGDs, the mothers said, “We give cow’s milk to our children as we have always 
done, it’s our culture”. The cow’s milk was diluted using boiled herbs. “We ensure milk is safe by putting herbs in 
the milk.” 
 
Although most of the mothers confirmed that they received different advices from their traditional perception 
others avoided this practices. 
“The cultural practices in the community bind us to feed our children using cow milk and additional herbs which 
are given to babies to clean their stomach and prevent them from diseases.” (M5 FGD3 2016.) This was a statement 
from one of the mothers. 
 
Mothers who practiced exclusive breastfeeding and timely introduction of complementary feeding reported to have 
received information from healthcare practitioners during their antenatal clinic visits, those who practiced timely 
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complementary feeding it was not complicated and they saw its benefits as their children rarely developed stomach 
infections or diarrhea. Some mothers who did not practiced exclusive breastfeeding and adequate, timely 
complementary feeding said the child become sick and eventually died from diarrhea. 
 
Another caregiver said she fed the child because the mother had gone away for long and hence the infant was 
hungry. “I fed the baby with milk the mother was away for long and the child was crying,” (M1 FGD3 2016.) 
 
Most mothers/caregivers agreed that poor complementary was widely practiced by the community because of 
cultural diversity and lifestyle. “Some mothers go herding cows or sheep therefore it is difficult to exclusively 
breastfeed, we introduce children to cow’s milk and this is our culture.” (M2 FGD3 2016.) 
 
Another had this to say, “I would like to follow what doctors and nurses tell me but I have other children to feed, 
I have to go to the market.” (M3FGD32016). This was confirmed by many mothers from findings of this study. 
Timely complementary feeding was rarely practiced and was confirmed by the FGDs. 
 
Nutrition education in the hospitals and clinics was evident as another mother in the FGDs confirmed  
“I was taught how to exclusively breastfeed for six months and start other foods after six months with continued 
breastfeeding the child will become well and healthy.” (KII4 2016.) “I was told not to give water; porridge or milk 
and I followed that.” (M3 FGD4 2016.). 
 
Socio-cultural determinants of child feeding practices as described by the respondents included Early marriage, as 
mentioned by 80.3% of the respondents. This is followed by child care practices and religious/spiritual practices 
as mentioned by 50.4% and 41.5% of the respondents respectively. 
 
Figure 1. Who makes decision on when to start complementary feeding. 
 
Relationship between Social cultural practices, religious/spiritual practices between and Nutrition status 
The study showed significant association between Stunting and Wasting (Chi-square; P=0.048); X2=6.093) and 
(Chi-square; P=0.001); X2=40.011). The social cultural practices on child care practices have also been 
significantly associated to Underweight (Chi-square; P=0.013); X2=8.736). Early marriages are significantly 
associated to Wasting and Stunting in their children (Chi-square; P=0.001); X2=48.104) and (Chi-square; P=0.029); 
X2=7.077) respectively. Introduction of complementary feeds in the study was significantly associated with 
wasting and Underweight (Chi-square; P=0.016); X2=8.209), (Chi-square; P=0.023); X2=7.511) respectively. The 
study showed that house whereby fathers play lesser role in child feeding is significantly associated with wasting 
(Chi-square; P=0.001); X2=40.011) and where grandmother plays greater role then child complementary feeding 
was associated to wasting (Chi-square; P=0.001); X2=49.412). Early introduction of Complementary feeding is 
significantly associated wasting and underweight (Chi-square; P=0.001); X2=14.326). Early introduction of 
Complementary feeding is significantly associated wasting (Chi-square; P=0.001); X2=14.326) and (Chi-square; 
P=0.001); X2=20.373). Cultural barriers to Complementary feeding and distance to the market is significantly 
associated to wasting and underweight (Chi-square; P=0.001); X2=17.811) and (Chi-square; P=0.026); X2=7.315) 
respectively. The study also showed that lack of information is significantly to wasting and underweight (Chi-
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square; P=0.001); X2=17.041) and (Chi-square; P=0.001); X2=20.250) respectively. The presence of other children 
is significantly associated to wasting (Chi-square; P=0.014); X2=8.592). 
 
 
Table 2 Relationship between socio-cultural factors and Nutrition status 
Relationships      Chi–square 
           
2 
Degree of 
Freedom 
P–Value 
Do this Social cultural practices affect child feeding  
      (Religious/Spiritual practices) vs Stunting  
 
6.093 
 
2 
 
0.048 
      (Dietary preferences)  vs Wasting 40.011 2 0.001 
      (Child care practices) vs Wasting 38.442 2 0.001 
      (Child care practices) vs Underweight 8.736 2 0.013 
      (Early marriages) vs Wasting 48.104 2 0.001 
      (Early marriages) vs Stunting 7.077 2 0.029 
Who determines when a child should start 
complementary feeds among the Maasai  (mother) 
vs Wasting 
 
 
8.209 
 
 
2 
 
 
0.016 
 (mother) vs underweight 7.511 2 0.023 
  (Father) vs Wasting 40.011 2 0.001 
  (Grandmother) vs Wasting 49.412 2 0.001 
At what is it recommended to start complementary 
feeds in your community (Immediately after birth) vs 
Wasting 
 
 
14.326 
 
 
2 
 
 
0.001 
 (Immediately after birth) vs Underweight 20.373 2 0.001 
  (after one week) vs Wasting 64.759 2 0.001 
  (after one week) vs Stunting 6.861 2 0.032 
  (after six months) vs wasting 37.756 2 0.001 
  (others) vs Wasting 6.231 2 0.044 
Barriers to introduction of complementary feeds      
 (Distance to market)  vs Underweight 
 
7.315 
 
2 
 
0.026 
    (Lack of information) vs Wasting 17.041 2 0.001 
 (Lack of information) vs Underweight 24.250 2 0.001 
  (Other children) vs Wasting 8.592 2 0.014 
  (Other children) vs Underweight 26.105 2 0.001 
Activities prevent mother from introduction of 
complementary feeds on time  
    (Too much labor) vs Wasting 
 
 
64.759 
 
 
2 
 
 
0.001 
    (Too much labor) vs Stunting 6.861 2 0.032 
  (Child spacing) vs Wasting 25.248 2 0.001 
 (Child spacing) vs underweight 32.921 2 0.001 
 (Drought) vs Wasting 30.690 2 0.001 
  (Less of father support) 64.759 2 0.001 
  (Less of father support) vs Stunting 6.861 2 0.032 
 
Discussion  
Strong cultural factors like parent’s influence have been associated to early introduction of complementary feeding 
and nutrition status. Some of the negative attitudes expressed by some mothers were embedded in cultural beliefs 
and practices. “If a woman breastfeeds while pregnant, her milk is toxic and can make the baby sick” (M2 FGD3 
2016). 
 
Similar findings were noted in studies done in Brazil where older women have influence on their children in terms 
of exclusive breastfeeding and complementary feeding (Dias de Oliveira et al., 2014). Cultural practices seem to 
have dominated in this study whereby most children who were malnourished were girls, stunting was higher in 
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girls than boys meaning girls have experienced long time deprivation of foods than boys the girls were also found 
to be underweight. (33.3% and 14.1%) this was not only associated to the Maasai cultural practices but attributed 
to prolonged draught. (M3 FGD3 2016), “Boys are regarded superior to girls because they don’t get married but 
continue to sire children of continuation of family,” another mother had this to say, (M2 FGD2 2016), “I have bore 
several girls for my husband but he has never slaughtered his animals for me yet when I gave him a boy I never 
lacked anything to eat,” another said, (M5 FGD3 2016), “I can’t blame anybody if my child is not healthy, this 
draught has been too much and their absolutely nothing to feed our children. 
 
Additionally, the inadequate childcare practices (Early introduction of complementary foods, inadequate 
breastfeeding practices and exposure to unsanitary conditions), combined with the interaction of infection can lead 
to poorly nourished children. Recurrent infectious diseases reduce appetite, increase metabolic requirements, and 
increase nutrient loss (Caulfield et al. 2006). Stunting levels are even higher in girls compared with the boys 
possibly due to the emphasis placed upon boys in the community with girls not highly valued as boys. This type 
of belief may mean that the boy child is favored and well taken care of than the girl including feeding. This finding 
highlights the importance of health professionals being more cognizant of sociocultural barriers that impede 
healthy child-feeding practices, including inability to purchase the required food, to cater for the child nutrition 
status. 
 
The prevalence of wasting is at (14.1%) in this community. Child wasting primarily reflects severe short term 
deprivation of food in a child’s immediate nutritional history, for example during episodes of disease such as 
diarrhea or in times of food shortage. In this study 62% of the children reportedly had suffered one or more form 
of illness in the two weeks preceding the survey. 
 
Conclusion  
The study has established the relationship between child feeding practices, socio-cultural and nutritional status of 
the children in the study area. The following conclusions can be drawn from the analysis of the results of the study. 
Caregivers in the study area seem to be knowledgeable about the recommended child feeding practices. However, 
the actual practice of the recommendations is seriously lacking due to perceived socio- cultural practices such as 
the role of the women in child caring and the general household chores as well as the limited role women in this 
community play in decision making regarding child feeding. 
 
Child malnutrition is widespread in the community with more than half of the children being stunted. The high 
malnutrition levels are associated with poor hygiene practices, inadequate breastfeeding practices and inadequate 
complementary feeding practices. 
 
The challenges to adequate complimentary feeding in the community include cultural practices, financial 
constraints and lack of knowledge on latest IYCF guidelines. 
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